Background: Impact of minimized extracorporeal circulation (MECC) for coronary surgery on mortality remains controversial and gender significantly influence outcome. Methods: We analyzed 3,139 male patients undergoing elective coronary surgery between 01/2004 and 05/2009. Using propensity score matching after binary logistic regression, 1,005 patients (from 1,119 patients) undergoing surgery with MECC could be matched with 1,005 patients (from 2,020 patients) undergoing surgery with conventional extracorporeal circulation (CECC). Primary outcome was 30-day mortality. Results: Unadjusted 30-day mortality was 2.7% in patients with CECC and 0.8% in those with MECC (mean difference -1.9%; p < 0.001). The adjusted mean difference (average treatment effect of the treated) after matching was -1.5% (95% confidence interval (CI) -2.6 to -0.4; p = 0.006). Postoperative hospital stay was shorter in patients operated with minimized systems (adjusted mean difference -0.8 days; 95% CI -1.46 to -0.09; p = 0.03) and incidence of postoperative neurocognitive dysfunction was also lower (adjusted mean difference -1.3%; 95% CI -2.2 to -0.4; p = 0.001). Chest tube drainage (adjusted mean difference +22 mL; 95% CI -47 to 91; p = 0.5) and risk for acute kidney injury, kidney injury and failure according to RIFLE criteria (adjusted mean difference -1.0%; 95% CI -2.5 to 0.6; p = 0.24) proved to be insignificant between both groups. Apart from reduced 30-day mortality, however, average treatment effects for intensive care unit stay, postoperative hospital stay, chest tube drainage and kidney injury did not significantly differ. Conclusion: Using propensity score analysis, we observed an association between MECC and reduced 30-day mortality in men, but our results call for further analysis.
Background
Coronary artery bypass grafting (CABG) with conventional extracorporeal circulation (CECC) remains the treatment of choice, in particular, for multivessel disease [1, 2] . Common side effects of CECC include systemic inflammatory response and dysfunctional coagulation pathways leading to potential end-organ failure. Although the concept of minimized extracorporeal circulation (MECC) was introduced more than ten years ago, it has not gained widespread use. Whereas some studies could demonstrate improved survival, reduced systemic inflammation and reduced transfusion requirement after CABG with MECC [3, 4] , other reports failed to confirm these results [5] . Limitations of many recent studies arose from observational study design and limited number of patients. Both facts lead to biased (i.e. selection bias) results and lack of power, which in turn made definitive conclusions for MECC use difficult, in particular for determining postoperative mortality [6] .
Our institution has been using MECC for more than ten years and we could show that MECC is a safe alternative extracorporeal circulation (ECC) system and even highrisk patients can undergo CABG with MECC [7] .
Gender significantly impacts outcome after CABG and women were shown to have increased mortality and morbidity even after risk adjustment [8] . However, the reasons for gender-related differences in outcome after CABG surgery still remain controversial and vastly unknown, but agreement exists on strong gender-related bias in observational trials [9] . Most studies that examined gender differences in CABG surgery compared conventional ECC with off-pump coronary artery bypass grafting or analyzed it in patients undergoing CABG with conventional ECC.
The objective of this study was to evaluate the impact of minimized ECC and CECC use on mortality in males undergoing elective CABG. A propensity score based approach was used to estimate treatment effects of MECC in men. We excluded women because it has been previously shown that matching efficiency was very low (26%) if propensity scores are used which contain gender as a covariate [10] . This fact is reflective of the vastly dissimilar preoperative profiles of women and men and thus leads to little overlap of scores, which limits the number of matching pairs.
Methods

Patients and study design
This is an observational retrospective study with 3,139 male patients, who underwent elective coronary artery bypass grafting with conventional or minimized extracorporeal circulation between January 2004 and May 2009 at the University Medical Center Regensburg. The study was approved by the university's ethics board, the individual patient consent was waived because of the study's retrospective design and data collection from routine care. Exclusion criteria were as follows: emergent procedures, off-pump revascularization, redo surgery and preoperative renal replacement therapy. Patients with severe aortic regurgitation and a body mass index BMI ≥ 35 kg × m -2 were contraindications for MECC use.
To avoid strong gender-related bias, we excluded female patients from this study.
Data collection, variable definitions and study endpoints
Data were collected in and extracted from the institution's database and from medical records. Variables were defined according the European System for Cardiac Operative Risk Evaluation (EuroSCORE) and perioperative mortality was calculated with the logistic version of this risk model [11] . Serum creatinine was measured in mg/dL at the day of admission and glomerular filtration rate (in mL × min -1 × 1.73 m -2 ) was estimated with the MDRD-equation (eGFR = 186.3 × SCr -1.154 × age -0.203 ) [12] . Primary endpoint was 30-day mortality. Secondary outcome variables were intensive care unit stay, postoperative stay, acute kidney injury (AKI) and severe neurocognitive dysfunction (prolonged ischemic neurologic deficit (PRIND), stroke). The RIFLE criteria [13] were used to estimate acute kidney failure within the first 72 postoperative hours. The highest serum creatinine value measured in this time was used to calculate relative changes to baseline creatinine before operation and to assign a patient into the appropriate group (risk, injury and failure). The term "reperfusion time" refers to the span between end of myocardial ischemia and end of cardiopulmonary bypass irrespective of CECC or MECC use.
Surgical procedure
After full median sternotomy, patients were connected to the MECC system (MAQUET-System, Hechingen, Germany), a fully closed circuit without blood-air contact. Heparin (125 IE/kg) was administered following preparation of left internal mammary artery (LIMA) to target an activated clotting time (ACT) between 250 to 300 seconds. Calafiore's blood cardioplegia was used for cardiac arrest in all MECC patients. Further technical details have been previously reported [14] .
For conventional ECC heparin (350 IE/kg) was administered after LIMA harvest and an ACT of ≥ 450 seconds was targeted. Cardiac arrest was achieved with Bretschneider's solution in 96% of patients undergoing CABG with CECC.
The ascending aorta and the right atrium (with a twostage cannula) were cannulated in all patients. All operations were performed with mild hypothermia (34°C). After surgery all patients were transferred to the intensive care unit and received standard hemodynamic monitoring.
All operations were performed by six senior cardiac surgeons, who were experienced with both MECC and CECC. The proportion of MECC procedures did not significantly differ between surgeons and all also operated a similar proportion of patients with CECC. Impaired quality of coronary anatomy, diffuse vessel pathology or more distal stenoses did not exclude MECC use. Only 9.4% (n = 190) of CECC patients were training procedures for residents and resulted in a slightly lower use of LIMA. The final decision whether to use MECC or not was left to the surgeon.
Statistical analysis
Statistical analysis was done with Stata 10.1 SE (StataCorp., College Station, USA). Stata's module psmatch2 [15] was used for propensity score matching and covariate imbalance testing. Continuous variables were first tested for normality with the Shapiro-Wilk test and with Quantile-Quantile-plots. If normally distributed, they are presented as means ± standard deviations, otherwise as median with interquartile range (25 th and 75 th percentile). Student's t-test was used for comparison of two continuous, normally distributed variables, whereas Wilcoxon's ranksum test was used for non-normally distributed variables. Categorical data were shown as frequency distributions and analyzed with Fisher's exact test (in a 2 × 2 table) or with the Chi-square test.
Because patients in this study were not randomly assigned to CABG with MECC, we matched patients based on their propensity (conditional probability) to undergo CABG with MECC. The propensity score (PS) is a subject's probability of receiving a specific treatment conditional on the observed covariates [16] . The propensity score was calculated by binary logistic regression including all variables marked with an asterisk in Table 1 . Nearest neighbor matching with a caliper ε = 0.2 × σ P (σ P denotes standard deviation of the estimated PS) was used to match 1,005 patients in the MECC group to 1,005 patients from the ECC group (matching efficiency 89.8%; 1,005/1,119 of MECC patients; 1,005 pairs). We used non-replacement that is, once a treated case is matched to one non-treated case, both cases were removed from the pool. We defined logit = log ((1-PS)/PS) as propensity score and used it for matching. The logit of PS is called linear predictor of the PS.
Before matching the mean PS for MECC use in men operated with conventional ECC (n = 2,020) was 0.3281 ± 0.1142 and in those receiving CABG with MECC 0.3914 ± 0.1145 with an associated standardized difference of 55% (95% CI 48 to 63; t test p-value < 0.001). After matching, the mean PS for MECC use in the matched patients not receiving MECC was 0.3827 ± 0.1049 and in those receiving MECC was 0.3875 ± 0.1108, which yielded a standardized difference of 4.2% (95% CI -4.3 to 13.1; p > 0.05 for a two-tailed test). 
Covariate balance was tested using the standardized difference before and after matching together with the achieved percentage reduction in absolute bias. The standardized difference is the difference of the sample means in the treated and non-treated sub-samples as a percentage of the square root of the average of the sample variances in the treated and non-treated groups.
The average treatment effect for the treated (ATT) answers the question: Is MECC beneficial for those individuals, who were (not randomly) assigned to treatment, i.e. MECC and was estimated with Wilcoxon's signed rank test for continuous variables or with McNemar's test for risk differences for binary outcomes to account for the paired data structure after matching. We also calculated the average treatment effect (ATE) that answers the question if MECC is beneficial for those randomly drawn from the overall population. Bootstrapping (400 replications) was used to estimate 95% CIs for ATEs. The key notion is ATT ≠ ATE and they are linked via ATE = N 1 /N × ATT + N 0 /N × ATU (N 0 denotes the number of non-participants, N 1 denotes the number of participants and ATU the average treatment effect for the non-participants).
Hidden bias was estimated according to Rosenbaum's sensitivity analysis. We used Stata's module rbounds [17] for this test.
A p-value < 0.05 was considered significant.
Results
Patient characteristics
Unadjusted baseline data were summarized in Table 1 . Several pre-and perioperative covariates were significantly different between both groups and may reflect the non-randomized design of this study. Patients with MECC were slightly older, had a slightly lower median number of distal anastomoses, a higher frequency of LIMA use, shorter mean aortic cross-clamping and reperfusion time, lower mean body surface areas and a higher prevalence of arterial hypertension. After matching, treated patients were similar with regards to all baseline covariates used for PS estimation (Table 2) . Matching reduced covariate imbalance and Figure 1 Distribution of estimated native propensity score (not the logit of PS) stratified to type of extracorporeal circulation. There is a sufficient overlap of propensity scores between both groups. The lower panels show the density distributions of PS and the superimposed normal curves. CECC-conventional extracorporeal circulation; MECC-minimized extracorporeal circulation; PS-propensity score.
improved covariate balance across treatment groups. The median absolute bias before matching was 17.6 and after matching 1.43.
Outcome
The unadjusted 30-day mortality was 2.7% (55/2,020) in the conventional ECC group and 0.8% (9/1,119) in the MECC group (mean difference -1.9%; p < 0.001). The adjusted mean difference in 30-day mortality after matching confirms a survival benefit in patients, who were primarily assigned to MECC (-1.5%; 95% CI -2.6 to -0.4; p = 0.006). If randomly drawn from the overall population, CABG with MECC even exerts a survival benefit (ATE) of -1.9% (95% CI -2.9 to -1.0) because the mean ATU was 2.2% and thus enforced the ATE.
Secondary outcome variables were summarized in Table 3 . Whereas intensive care unit stay was insignificant after adjustment for covariates, postoperative hospital stay was significantly lower in patients primarily assigned to MECC (ATT). The observed effect, however, was only marginal because the upper limit of the 95% confidence interval almost touches zero or includes zero (for the ATE). Severe neurocognitive dysfunction was less likely to occur in the MECC group with an adjusted mean difference of -1.3% (95% CI -2.2 to -0.4). Mean chest tube drainage was insignificant between treatment (MECC; 828 mL) and control group (CECC; 806 mL) after matching (adjusted mean difference +22 mL; 95% CI -47 to 91 mL; p = 0.50). The ATE for chest tube drainage was +36 mL (95% CI -22 to 97 mL; p > 0.05 for a two-tailed test).
The unadjusted requirement of PRBC transfusion did not differ between both groups (Table 4) .
Renal function
We used the RIFLE criteria for evaluation of early acute renal dysfunction within 72 hours after surgery. Before matching 3.6% of men in the control group (n = 72) and 2.4% (n = 26) in the treatment group were at least at risk for AKI (difference -1.2%; p = 0.08). After matching 3.5% of men in the control and 2.5% of men in the MECC group were at least at risk for AKI (adjusted difference -1.0%; 95% CI -2.5 to 0.6; p = 0.24).
The ATE was calculated as -1.2% (95% bias corrected confidence interval -2.8 to 0.04; p > 0.05 for a two-tailed test). Thus, MECC did not significantly reduce early postoperative renal dysfunction with regards to risk for AKI, kidney injury and failure. However, significantly fewer men in the MECC group required renal replacement therapy (RRT) during the entire hospital stay (1.16% versus 2.43%; p = 0.015).
Sensitivity analysis
Since selection bias remains the most challenging analytic problem in observational studies, we conducted a sensitivity analysis using Rosenbaum's approach. Using Wilcoxon's signed rank test, the sensitivity analysis showed that our study becomes sensitive to hidden bias at Γ = 1.5 for 30-day mortality, at Γ = 1.6 for intensive care unit stay, at Γ = 1.3 for postoperative hospital stay and for Γ = 1.6 for severe postoperative neurocognitive dysfunction. Because these values are small, we conclude that the study is very sensitive to hidden bias and therefore further analysis that controls for additional biases is warranted.
Discussion
Propensity score methods are increasingly being used to reduce the impact of treatment-selection bias in the estimation of causal treatment effects in observational studies [16] . We used propensity score matching to estimate for the first time the treatment effect of MECC for CABG in a large sample of men. We could show that MECC significantly reduces 30-day mortality in men with an average treatment effect of -1.9%. Our results confirm previous randomized studies that showed improved survival of MECC [18, 19] without differentiating between men and women. The reported ATE might seem low, but if assuming several hundred CABG in men per year, it could directly translate into many saved lives. However, even advanced statistical methods to adjust imbalance between treatment and control group in observational studies cannot compensate the current lack of at least one sufficiently powered randomized multicenter study to estimate the outcome of CABG after MECC irrespective of gender. Using our unadjusted 30-day mortality data (2.7% versus 0.8%), at least 850 male patients per group remain necessary in a randomized study to detect this difference with a power of 80% and at a significance level of 0.05. However, the mechanism why MECC might be associated with reduced mortality still is speculative and ranges from improved myocardial protection through consequent use of blood cardioplegia, reduced transfusion requirement to selection of healthier patients.
Current critics of MECC also may question whether small survival benefits justify a more complex procedure with learning curves and a more intense and challenging interplay between surgeon, anesthesiologist and perfusionist.
Analysis of other outcome variables showed that apart from postoperative neurocognitive dysfunction, intensive care stay and postoperative hospital stay largely remained uninfluenced by MECC. In addition, chest tube drainage and early postoperative kidney injury (AKI) yielded comparable results between MECC and CECC. One reason for the latter disparity may derive from different use of AKI definitions in previous studies, different protocols for extracorporeal perfusion at different institutions, but results are difficult to compare because of heterogeneous patient populations and different MECC systems.
We also could not demonstrate a lower transfusion requirement during entire hospital stay or reduced ventilation time in our sample and thus our results clearly contrast recent studies [3, 20, 21] . One reason originates from the many observational trials with MECC and the unavoidable selection bias in these studies, but without necessarily overestimating the magnitude of the effects of treatment. Second most of RCTs with MECC were underpowered to detect true treatment effects with regards to mortality or other "hard" endpoints because [20, 21] . The rationale for improved neurocognitive outcome for MECC patients most likely derives from improved cerebral microcirculation and decreased microembolization [22] , but further research remains necessary to confirm these results.
It was assumed that different types of cardioplegia (crystalloid versus blood) were at least in part responsible for this disparity, but a recent RCT only demonstrated marginal effects [23] between both types of cardioplegia and thus its impact might be overestimated.
Although a recent meta-analysis [24] could demonstrate slightly reduced PRBC transfusion requirement and PRBC transfusion per patient, we could not confirm this findings in our large sample, in particular when the entire hospital stay is considered.
Limitations
Findings from propensity score analyses might be potentially limited by biases related to unmeasured and hidden covariates [ [16] , 25]. Since our sensitivity analysis showed low Γ-values for several outcome variables, it is likely that unmeasured variables contribute to our results and require further research. Incomplete or inexact matching might also affect the results of our study. However, we could match almost 90% of our MECC patients and the overlap of propensity scores was large. This contrasts other PS studies with a matching efficiency < 60%.
Conclusions
We observed an association between MECC use for CABG and decreased 30-day mortality by using a propensity score analysis in a large cohort of male patients. It is tempting to suggest that men should undergo elective CABG with MECC, but the findings of our study, based on a non-randomized design, are largely hypothesis generating and call for at least one randomized, multicenter clinical trial using a current risk score for precise uniform evaluation of coronary pathology and predefined criteria for perioperative care.
